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Monitoring of alcohol consumption in primary care among adults with bipolar disorder: a cross-sectional and retrospective cohort study Sarah 
Limitations
The routinely collected data may be incomplete. Alcohol data entered as free-text was not captured.
Conclusions
The marked rise in alcohol consumption recording highlights what can be achieved. It is most likely attributable to QOF, suggesting that QOF, or similar schemes, can be powerful tools in promoting aspects of healthcare. There are no national studies examining alcohol screening in primary care among people with bipolar disorder and the impact of the national QOF on alcohol screening rates is unknown. The aims of this study were therefore to i) examine demographic patterns in alcohol consumption recording since the introduction of the QOF incentive for alcohol screening in SMI in April 2011 in a large, national sample of people with bipolar disorder in primary care, and ii) to compare alcohol recording levels in this sample with the levels of recording in people without SMI over time.
Methods

Study design
Cross-sectional and retrospective cohort study
Data source
Data came from The Health Improvement Network (THIN) primary care database (Blak et al., 2011) which comprises longitudinal electronic patient records retrieved from over 500 general practices across the UK (approximately 6% of the UK population). Diagnoses, symptoms and other relevant health information are principally entered into the THIN database in coded form, using the Read Code clinical classification system, described in Supplemental Table s1 (Chisholm, 1990) 
Study population
The study population comprised men and women aged 18-99 years with a prior Read code in their primary care records indicative of a bipolar disorder diagnosis (Supplemental Table s1 ). A separate comparison cohort of people without SMI was formed, matched to the bipolar disorder study population on practice, gender, and age at baseline. Each individual with bipolar disorder was matched with up to six people without SMI. Table s2) 2. Read Codes indicative of use of a validated alcohol screening test (Supplemental Table s3) 3. Continuous measure of drinking (e.g. units per week) 2.6 Socio-demographic characteristics Patterns in alcohol recording by the following characteristics were investigated: gender, age, registration status (newly registered with the GP in the last year versus registered for over one year), Townsend deprivation quintile, and UK region (former Strategic Health Authority for England, and country for Wales, Scotland and Northern Ireland).
Setting and Quality and Outcomes Framework context
Statistical Analysis
To address the first aim, (cross-sectional study to examine socio-demographic variations in recording since the addition of alcohol screening to the QOF for SMI in 2011) the study population was Table s2 ). Alcohol recording levels were higher in women (85.1%), compared with men (81.6%) and were lowest in the youngest and oldest age groups (Table 1 and   Supplemental Table s4 ). There were no statistically significant differences in recording levels by deprivation, registration status, or UK region.
Time trend in alcohol recording, comparing adults with and without bipolar disorder
In total, 14,051 individuals with bipolar disorder and 90,023 individuals without SMI from 484 practices were included in this time-trend analysis. Demographic characteristics are presented in Supplemental   Table s5 . Rates of alcohol recording increased rapidly over time among individuals with bipolar disorder with an average annual increase in recording rate of 20% (95% CI 19% to 21%), and a more than 9-fold increase over the 13 year period April 2000-March 2013 (Table 2 and Supplemental Table   s6 Figure s2 ). There was a comparatively modest average annual increase in recording rates of 4% (95% CI 3% to 4%) among those without SMI, corresponding to a total increase of 57%. In line with the present study findings, a marked increase in screening rates was observed in the 30 participating practices following the introduction of this local QOF (from 4.8% to 65.7% in the combined population of people with CVD or SMI). However, even while the local QOF was in effect, alcohol screening rates among people with SMI remained considerably lower (49%) than in the present study population. The lower recording rate could reflect that the national QOF is a greater incentiviser than the local scheme.
Strengths and limitations
Diagnoses of SMI in primary care records have been previously validated (Nazareth et al., 1993) , and the THIN SMI population has been shown to be representative of the UK SMI population (Hardoon et al., 2013) . A limitation of the study is the use of routine data, not collected specifically for research purposes, which may therefore be subject to errors and omissions. However, established data quality control measures (Horsfall et al., 2013; Maguire et al., 2009 ) were used to ensure good data quality.
Three different means of recording of alcohol in the patient records were considered (Read codes for screening tests, Read codes for alcohol level, and inputted units of alcohol consumed). Alcohol data may also be entered into a patient's records as free text, which is not captured in this study, and which therefore could have led to underestimation of alcohol recording rates, particularly among those without bipolar disorder, among whom use of Read codes is not incentivised. However, given the relative ease of recording of units of alcohol or Read codes in a patient's records, compared with free text, the sole use of free text is likely to be limited.
Implications
The current high alcohol recording rates in people with bipolar disorder is very encouraging, 
